O ver the past decade, expansions under Medicaid and the State Children's Health Insurance Program (SCHIP) have brought a significant infusion of federal dollars into state and county health systems and have produced a variety of state-level programs. Yet, the expansion of public health insurance programs at the state level has had mixed success in providing coverage and improving access to care for children. 1 In some cases, states have fallen short of their enrollment projections because of barriers such as some children remaining ineligible for coverage 2 or families finding programs difficult to access.
In response to these barriers, counties and local communities have increasingly emerged as "hubs of innovation" by using creative strategies to make insurance coverage and access to care available to children who do not meet the state eligibility criteria. This article describes the programs of two counties that have attempted to expand access to care for children: the Children's Health Initiative in Santa Clara County, California; and the Kids Get Care program in King County, Washington. The Santa Clara County Children's Health Initiative (CHI) adopted an insurance expansion model through its local initiative health plan, while the King County Kids Get Care (KGC) program is a service coordination model that directly links families to community-based "medical homes." 3 The article begins by describing these two county-level programs and comparing the approach each has taken, then draws on these experiences to outline important elements for counties that want to create universal health care for children and families: committed leadership, health systems infrastructure, multiple financing sources, and community support.
Two Models for Improving Children's Health Care Access in a Patchwork System
The Santa Clara County and King County initiatives were selected for study in this article for a variety of reasons. First and foremost, they took differing approaches to improving children's access to care, and the programs are at least 12 months into their implementation. In addition, both counties are home to highly diverse populations and have publicly financed delivery systems with the capacity to support activities proposed under each initiative. Finally, each county also has a major city with a moderate to high concentration of uninsured children-the city of San Jose in Santa Clara County and the city of Seattle in King County.
The counties are using two different approaches to move toward universal health care for children in otherwise patchwork health systems. The Santa Clara County CHI is a health insurance expansion with a focus on integrating funding and service delivery, while the King County KGC program is a services-based initiative that directly links the child to a community-The Future of Children
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The Santa Clara County Children's Health Initiative
Located at the southern end of the San Francisco Bay Area, Santa Clara County is home to 1,736,722 residents; about 462,000 of them are under age 18. 4 Approximately 925,000 of the county's residents live in San Jose, the biggest and most populous city in the county. 5 The county has also witnessed tremendous growth in its racial and ethnic populations. Latinos currently comprise about 25% of the county's population, Asians and Pacific Islanders 20%, and African Americans about 4%. Santa Clara County, home to the original Silicon Valley and the high-tech industry, has been described as having an hourglass-shaped economy. While Santa Clara is a relatively affluent county with a large number of families earning above the national median household income, 6 many low-and moderateincome families struggle with escalating housing costs and the basic costs of living, including the cost of health insurance. In 2001, about 147,000 residents, or about 10% of the county's non-elderly population, were uninsured. 7 The most widely cited estimates indicate that 15% of the county's children (approximately 71,000) lack health insurance coverage. 8 Approximately 20% of the county's children are in families with incomes up to 300% of the federal poverty level (FPL).
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The Santa Clara County CHI is an insurance coverage expansion created through a unique public-private partnership involving county and city governing bodies, the local health and hospital system and social services agency, labor-affiliated and faith-based organizations, and private foundations. It seeks to provide health insurance coverage to all children in the county with family incomes up to 300% of the FPL.
The community advocacy groups (Working Partnerships USA, a labor-affiliated organization, and the faithbased People Acting in Community Together) mobilized their constituents and placed the issue of uni-versal coverage for children on the local policy agenda. In 2000, health system leaders and community activists convened to initiate discussions on the need for broadscale change to address the county's growing uninsured population. These meetings led to a series of hearings with county and city governing bodies, culminating in the allocation of several million dollars annually from public and private funding sources to the CHI.
Launched in January 2001, the CHI aims to provide comprehensive health, dental, and vision coverage to all children in the county under age 18 whose family incomes are at or below 300% of the FPL, or $52,950 a year for a family of four in 2002. (See Table 1 .) To accomplish this goal, the initiative created a subsidized, private insurance program called Healthy Kids for lowincome, uninsured children who do not qualify for Medicaid or SCHIP. The program also created a "single point of entry" model for enrolling children, whereby an entire family can enroll in health coverage through the CHI. The Healthy Kids program offers comprehensive health, dental, and vision benefits that are managed through the county's local Medicaid managed care plan, the Santa Clara Family Health Plan. In turn, the plan coordinates with the county's ambulatory facilities and affiliated community health centers to provide preventive and primary care services. Enrollees requiring specialty care or hospitalization are referred to one of seven local hospitals. The plan also contracts with private physicians throughout the county for primary and preventive services. By using coordinated outreach and enrollment through county district offices, health centers, and community-based organizations, the CHI enrolled more than 10,900 children in Healthy Kids by August 2002.
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The King County Kids Get Care Program
King County is the largest county in the state of Washington, with a total population of 1,737,034, of which nearly 400,000 are children (ages 0 to 17). 11 In 2000, about 9% of these children, or about 35,000, were uninsured, and more than 100,000 were estimated as underinsured. 12 The city of Seattle is a major metropolitan area and is home to more than 560,000 of the county's residents. 13 In recent years, King County has experienced a 13% increase in its total population and a 15% increase in ethnic minority residents. Census 2000 data indicate that approximately 27% of the county's children belong to an ethnic minority group, and 21% are in families with incomes below 250% of the FPL.
14 The KGC program targets its activities in the three geographic areas with the highest number of children in this income category: Seattle's Central Area, East King County, and South King County.
The KGC program emerged in the wake of the state's failed attempt at health care reform, coupled with rising concerns about families' confusion in navigating among several public programs, including the state's Basic Health Plan. 15 The KGC program focused on strategies to connect the county's children to medical homes, in response to the fact that many were not accessing services, although a relatively high percentage of them had health insurance coverage. 16 The benefits of a medical home, which can be a physician's office, hospital outpatient clinic, community health clinic, or school-based clinic, are improved health outcomes through continuity of care with a known and trusted provider. 17 Nonetheless, program sponsors estimate that nearly 70,000 children in the three geographic regions lack a medical home. Table 1 .) The program was conceptualized in two phases. In the initial phase of the program, networks were created to directly link child care providers and children's programs to community-based health centers in South, Central, and East King County. 18 Providers were trained through the KGC program to screen children for developmental, oral, and behavioral health conditions. Children and families then are connected to the nearest participating safety net clinic ("hub site") for appropriate services and assistance with enrollment in public programs. Children with special health needs received referrals to specialty care.
Through this process, parents were encouraged and assisted in establishing a health care home for their children, and the KGC program offered subsidized services for children who were ineligible for public coverage. The program sought to connect approximately 3,000 children to medical homes through the KGC pilot in the first year of the project, and an additional 4,000 in the second year. 19 By August 2002, the KGC program had screened 18,000 children and connected 3,000 to one of three designated safety net clinics. 20 During the second phase of the program, which began in July 2002, the KGC program will enhance efforts for early detection of children's mental health needs and expand the oral health component to an additional 7 sites in King County, with the goal of offering the entire program at 10 safety net clinics by 2004.
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Program Similarities and Differences
The CHI and KGC programs share a number of features, such as a vision of expanding access to care for all children in their geographic areas, a reliance on existing safety net providers, and a foundation built from public-private collaboration. Both programs aim to provide health care access by expanding existing infrastructure, and each is connected to a public entity. Yet, differences between the programs emerge in their methods of financing, scope of services, and enrollment systems.
Financing and Costs
The two programs relied on different funding sources for their initiatives, which had implications for the time needed to implement the programs.
The Santa Clara initiative began when local constituencies mobilized to secure public funding for the cost of Healthy Kids premiums through the county of Santa Clara, the city of San Jose, and the county Children and Families First Commission, and then pursued private foundation and corporate funding. 22 Program developers continue to seek additional private funding through corporate employee match programs. 23 Funding for the KGC program was launched primarily through a federal grant from the Health Resources and Services Administration (HRSA) and private foundation support. To date, most of the children receiving care through the KGC program are eligible for-or have insurance through-existing public programs but do not have a medical home.
The Santa Clara County CHI differed from the KGC program in its experience of building political momentum, developing its program structure, and expanding its core support with county and city tobacco settlement dollars. The convergence of these events led to a very short "ramp up" period-about 6 months-between the program's design and implementation phases. King County, however, was unable to pursue tobacco settlement dollars, as the state controls the allocation of these resources and had already earmarked these dollars for the Basic Health Plan. Instead, the architects of the program developed their program over a 12-month period with the assumption that it would need to be supported almost entirely through public and private funding sources.
Scope of Services
The scope of services offered by the CHI and the KGC programs varies significantly because of the different approach each took to expanding children's access to care. The KGC program follows an enhanced servicedelivery model by providing comprehensive primary care and referrals to secondary and tertiary care through its safety-net-clinic hub sites. The program also emphasizes integrated preventive services, including oral and developmental health screenings for enrollees. The first year of HRSA funding was used to establish the screening and referral networks, enhance case management, and subsidize comprehensive preventive services. The long-term goal for the program is to link all children in King County to a medical home.
In contrast, the CHI approach follows an insurance coverage model by providing and marketing to all children in lower-income families a comprehensive benefit package comparable to the SCHIP program. These services include outpatient primary and specialty care; inpatient care; and emergency, pharmacy, dental, vision, mental health, and preventive care services.
Enrollment Systems
In an effort to streamline enrollment processes, both programs are working to create paperless, computeror Web-based enrollment systems. In addition, King County is taking the next step by trying to create a system that allows families to simultaneously apply for a number of public benefits for their children.
The KGC program used some of its first-year funds to link to a management information system that coordinates and enhances existing Web-based programs being piloted in Seattle and other parts of the state. The new system brings together Web-based eligibilitydetermination tools developed by the state Department of Social and Health Services. These technologies enable application workers to assess children's preliminary eligibility for a range of public benefits, including Medicaid, SCHIP, food stamps, housing assistance, child care, and the earned income tax credit. Although the system is still being refined, the average turnaround time for enrollment has been reduced from 28 to 14 days. 24 However, state and local deficits in 2002 and 2003 may jeopardize the continuity of this system.
In Santa Clara County, plans are also underway to use a Web-based application and eligibility-determination program called Health-e-App, 25 a paperless system that would allow for real-time eligibility determination. This technology also allows state-certified application workers to help families apply for public health insurance programs.
As in King County, plans are underway for a few counties to adapt the Health-e-App program to facilitate screening and eligibility determination for families in other public programs.
What Does It Take to Innovate?
Based on the experiences of these two programs, three elements seem crucial to moving toward a universal health care program for children-bringing together committed leadership and infrastructure, generating diverse community support, and leveraging public and private funding sources.
Bringing Together Committed Leadership and Infrastructure
Both counties have a safety net infrastructure with a public hospital, a network of community health clinics, and leadership that was actively involved in the planning, design, and early implementation phases of their respective programs. The executive director of the Santa Clara County health and hospital system was one of the driving forces behind the initiative and engaged the support of the county board of supervisors for children's access a year before the program was ultimately launched. In King County, a brainstorming session with key health leaders about why increased enrollment was not resulting in better access for children ultimately led to the creation of the KGC program.
Having a publicly financed delivery system probably also facilitated these conversations and action plans, but having the system alone would not have stimulated these initiatives. Counties with the administrative capacity, financial resources, and provider networks experienced in working with low-income communities are more likely to develop these types of innovative expansions. Health, government, and community leaders, working collaboratively and with a steadfast commitment to the larger goal of expanding health access to all children, were the "sparks" that made these programs a reality.
Generating Diverse Community Support
Community leaders and organizations played a catalytic role in developing and advocating for their respective programs. In Santa Clara County, two community groups, the labor-affiliated Working Partnerships USA and the faith-based People Acting in Community Together, championed the goal of 100% coverage for every child living in the county and exercised their political influence to promote this goal with county and city officials. They also mobilized hundreds of residents to testify at public hearings. With the initiative already 18 months underway,
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In King County, the active leadership of Health Action Plan partners such as the health department and the Washington Health Foundation continues to develop local support for future program expansion. While the role of local stakeholders will certainly differ in every county, capacity to generate the political will to launch a broad-based children's health initiative is crucial.
Leveraging Public and Private Funding Sources
Piecing together a viable funding strategy is another key component to these programs' inception and to their intermediate and long-term survival. Santa Clara and King Counties each managed to strategically access local revenue sources and leverage those dollars in an effective manner. Both programs have developed intermediate financing strategies that access foundation and corporate matching support, build from diverse publicprivate partnerships, and maximize available city and county revenues. 26 In addition, both programs have already begun to strategize about how best to leverage local public and private funding sources to secure sustainable state and federal funding for their children's access programs.
Sustaining the Momentum
In the face of severe budget shortfalls and new security and bioterrorism requirements following the terrorist attacks on September 11, 2001, local governments face greater constraints in shaping social programs. Yet, opportunities still exist for those concerned about guaranteeing children's access to appropriate and affordable health care. The Santa Clara County CHI and the King County KGC program are two models moving toward universal care that focus on integrating local health care delivery systems and aligning diverse resources to improve children's health.
The convergence of leadership and infrastructure, community catalysts, and funding was instrumental to the creation and sustenance of the CHI and the KGC programs. Each is a model in which local solutions were developed to address the problem of expanding access to care for low-income children. These local efforts, however, still face the ongoing challenge of securing long-term funding to sustain their activities. Financing options include efforts to access state or federal matching funds, organize the passage of a local tax initiative, and develop multiple strategies to attract private funding.
Because these programs are relatively new, data on their success in improving children's health outcomes or utilization of services are limited. Once evaluation data become available from the CHI and the KGC programs, each initiative's effectiveness in expanding children's access to care and improving their health outcomes will be better understood. Nonetheless, states and counties pursuing similar types of innovation can learn and benefit from the two different but successful approaches used by Santa Clara and King Counties to create universal health care for children. The strategies developed by these initiatives, and those that evolve from the programs that follow, will guide and inform the nation as policymakers and the public continue to grapple with the complex challenge of responding to the health care needs of uninsured children and families.
